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4 assessed at two or more different time points (across a longitudinal placement) changes need to be considered in the rating scale used on the OCPA in order to more clearly demonstrate learner progression. The OCPA could be used as a formative assessment tool in osteopathy with an adjustment to the current rating scale. In its current format caution should be applied if it is to be used as a summative tool as we do not have data supporting its use for this purpose.
At present we cannot make any further arguments about the ability of the OCPA results to be extrapolated and make reliable and defensible decisions as there are no data correlating it with other performance assessments nor data supporting its reliability. This will be the subject of future research.
M A N U S C R I P T A C C E P T E D ACCEPTED MANUSCRIPT

INTRODUCTION
A central component to any health professional education program of study is the work-based or clinical education curriculum. The assumption is that clinical education provides learners with opportunities to experience clinical life through participation in the workplace learning (WPL) setting, under supervision of a qualified health professional. It is expected that such an experience will promote knowledge and skill development, 1, 2 and develop their sense of professional identity and autonomy.
Typically, in any health discipline the desired set of competencies come under the broader terms of: knowledge, skills, problem-solving skills and attitudes or professionalism. 3 Underneath those umbrella terms clinical education is chiefly concerned with developing the learner's competencies in clinical reasoning, problem-solving and critical appraisal skills, communication and professionalism. [4] [5] [6] Towards the close of the curriculum, assessing competence means assessing the learners' management of integrated whole tasks of increasing complexity (i.e. patient care beyond performance of a single task). 3, 7 In WPL, the assessment of the learner's development of clinical competence takes many forms with each assessment tool used having a different purpose. Ideally, each tool provides a different level of information about a learners' competency in different contexts and situations.
Through the use of multiple tools academic and clinical faculty can develop a picture of the clinical competence of a learner. When the results from these multiple tools are combined or, looked at through a programmatic lens, the learner will have ideally been assessed across the breadth of skills, knowledge and attributes required of a graduate health professional.
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Numerous examples of assessment tools that contribute to this developing picture of learner competence exist within the literature.
In Australian allied health there has been a move toward the use of global rating tools which record learners' performance in clinic, over a period of time, as opposed to assessment of performance of the application of clinical skills knowledge and abilities at the point of patient care. The use of such assessment tools has been driven by the need to ensure that students are assessed on a range of criteria related to clinical performance, and that the same assessment tool can be used regardless of the clinical context. Examples of these global rating tools are the Assessment of Physiotherapy Practice (APP), [8] [9] [10] occupational therapy's Learner Practice Evaluation Form -Revised, 11 speech therapy's COMPASS, 12, 13 the Radiation Therapy Learner Clinical Assessment, 14, 15 and a tool to assess nursing competencies. 16 These tools are typically used at the end of a block clinical placement as a summative assessment. In essence the above named tools explore learner's clinical habits and methodologies.
As with any assessment tool, making an argument for its validity is paramount. Kane's approach 17, 18 to structuring a validity argument is helpful here in that it outlines four links in an inferential chain from administration of an assessment tool to the final decisions therein. This chain is: scoring, generalization, extrapolations through to decision. Further, it is important to recognize that the tool itself is not valid, however evidence can be provided to support the validity of the score derived from the assessment tool. The global assessment tools listed previously are designed to contribute to the evidence used to make decisions about competency and fitness-to-practice; they are not the sole determinant. The score on the global M A N U S C R I P T A C C E P T E D ACCEPTED MANUSCRIPT 7 assessment tool represents performance over a period of time in a WPL setting, thus the score represents a broad view of a learner's daily habits and methodologies. To support the notion of generalization, global assessment tools would need to be completed by several examiners per learner, and completed across different clinical contexts. For example, a physiotherapy student would be required to be assessed in the musculoskeletal, neurological and cardiothoracic practice contexts prior to graduation. The process to design the global assessment tool ensures that it has face and content validity, and the users of the tool have been informed about its implementation and execution thereby supporting the generalization notion. In order to extrapolate the results of the multiple global assessment tools, evidence from other sources is required. Educationalists must ask, do the results of the global assessment tool correlate with the results of other performance assessments? Only then is it possible to extrapolate the results of these performance assessments and subsequently make a decision about the learners' fitness-to-practice.
A major challenge in the implementation of any workplace-based assessment is the reliability of the ratings. Using theoretical frameworks from social perception research, Govaerts et al. 19 explored the content of schemas and their use by raters during assessment of learning performance in a single patient encounter. These authors identified that a 'judgment' by a rater could involve interactions between a variety of performance theories, task-specific performance requirements and/or person (rater) schemas. Differences between novice and expert raters in their approach to task-specific performance schemas were also observed: that is, the dimensions of the task being assessed were considered variously depending on the learner.
Among other implications, the authors posited that raters will interpret the rating scale differently -the utility of a particular tool may be compromised when the rating scales used does not mirror the raters' own performance theories. This means there is no 'consistency'. If the educators and learners are instructed that a) is desirable than several administrations of the tool over any set period of time will typically see the learners' scores progress up the scale.
However, if it is instructed that option b) is desirable a learner may score a 'satisfactory' at every administration of the tool over a set time period and that would be regarded as acceptable progress. As an example, the 20 items in the APP [8] [9] [10] are designed so that raters can judge the learner at the end of a block placement on each item against the minimum target attributes required to achieve beginner's (entry-level) standard and register to practice. In the present study a global rating tool was used formatively to provide learners with progressive feedback throughout a 12-week longitudinal placement.
The object of the present paper is to report on an adaptation of the APP for the osteopathic context: the Osteopathic Clinical Practice Assessment (OCPA). Further, the present paper
also discusses a number of considerations including its use as a formative assessment, the rating scale, our learnings from the pilot study and plans for future use, together with how these issues intersect with current theories about assessment in the health professions. 
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METHOD
Measure
The OCPA tool was developed by modifying the Assessment of Physiotherapy Practice (APP) [8] [9] [10] tool. The APP was selected as it has been demonstrated to be both valid and reliable, and contains items that reflect aspects of osteopathic practice. The APP was modified to reflect the environment and expectations of pre-registration osteopathy learners. The items in the OCPA reflect the osteopathic examination, palpation, osteopathic reasoning and treatment planning
approaches. The scoring and interpretation of the OCPA items and global rating is at Table 1 and the tool itself is found at Supplementary File 1. Table 1 . OCPA item and global rating scoring and interpretation.
OCPA items
Score of 0
The student cannot demonstrate any desirable behaviours for the item. A score of zero would be a matter of immediate importance and warrant considered feedback (both verbal and written) to provide the student with avenues to achieve competence for the item.
Score of 1
Competence in the assessed item is not yet adequate. If a score of 1 is awarded for an item, feedback on specific behaviours that require development must be provided to the student, along with strategies to achieve this.
Score of 2 (passing standard)
The student has achieved a level of competency that would be expected of a student. A score of 2 indicates that for this item, the student has met this standard regardless of their experience or place in the course.
Score of 3
The student demonstrates most performance indicators to above an expected level and reflects that the student is 'comfortable' with that aspect of their performance.
Score of 4
The student demonstrates most performance indicators to an excellent standard. It reflects that the student is exhibiting a level of excellence with respect to a given item.
Global Rating Scale
Below expected level This rating would be used when in the in the educator's opinion, the student's performance overall was not adequate.
Borderline level
When reflecting on the student's performance overall in the unit, a borderline student may be good at some things and not so good at others. However typically they would be able to manage a variety of patients with relatively uncomplicated needs, major goals established and treatment is completed safely and effectively within a reasonable time frame. While achieving this, the student is aware of their limitations and where to seek assistance.
Expected level
The student at this level will be able to manage a range of patients in a safe and effective M A N U S C R I P T A C C E P T E D ACCEPTED MANUSCRIPT manner. Students at this level will also be able to articulate how the patient's psychosocial situation is impacting on their complaint, and discuss evidence-informed and practical management strategies for the patient.
Above expected level
Students at this level will be able to manage a variety of patients, including complex patients, and incorporate an evidence-informed approach to their examination, treatment and management of the patient. The student would be capable of independent practice under limited supervision.
The comparison of the APP and OCPA items is presented in Table 2 . Three Clinical Educators and one academic staff member from the VU programme reviewed the OCPA for comprehension and relevance. Each Clinical Educator (rater) was provided with a manual containing a description of the OCPA as well as a rubric to assist with the completion of the tool. The rubric was designed to allow the rater's to assess the learner against an expected level of performance for the stage of the program. Rater's were asked to rate the student on each OCPA item and also provide a global rating. The rater was not required to add the ratings from each OCPA item together to derive the global rating -the global rating was the raters' overall impression of the learner. 
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RESULTS
Data were available from 31 (73.3%) of the forty-two enrolled learners assessed by 12 clinician educators. The OCPA assessment sheets from the remaining 11 learners were not available for analysis as they had been handed back to the respective learner. Learners received between 1 and 3 assessments for the semester, and the clinician educators completed between 1 and 10 assessments each. Descriptive statistics for the OCPA are presented in Table 2 . 
M A N U S C R I P T A C C E P T E D ACCEPTED MANUSCRIPT
The correlation between the global rating and the total score for the OCPA was ρ = 0.59 suggesting a 'large' relationship. 
DISCUSSION
The purpose of this pilot investigation was to introduce the notion of the OCPA tool as a global assessment of osteopathic learner performance in the on-campus, student-led teaching clinic.
The OCPA has been mooted for inclusion in the suite of assessment tools used to make learner progress and competency decisions. As a formative assessment and feedback tool it We are generally satisfied from the above that the tool is useful for osteopathy and its inclusion in the institutions' assessment strategy could be supported. Our concerns though are the lack of difference between the vast majority of the OCPA items between administrations at weeks 5 and 12. The scores recorded only suggest that raters thought the learners typical performance had indeed improved. The learner was performing at the level expected in week 5 and performing at the expected level in week 12. Indeed learners work ought to improve over a period of time, and as such, they ought to demonstrate the expected level of performance at any specific time point. However, when the tool is used multiple times (as occurred in the present study), the current scoring options may not be an ideal way to record improving learner performance, and provide feedback.
It is important to recognise that the results we refer to here are not a reflection on the rater's judgement per se but rather their interpretation of the rating scale as described by previous educationalists. 19, 23 It may be that irrespective of the rubric offered, each of our Clinical representation of their ability on the OCPA will not change if they are continually performing at the expected level. This could be disheartening for the learner as they are not observing any progression on the rating scale, as well as providing a confusing numerical representation of a learners performance over time. A potential mechanism to solve this, and to continue to use the tool formatively, is to introduce time-point specific rubrics, that is, the rubric relates specifically to the expectations at a point in time, however this is an arduous undertaking and could be splitting hairs, so to speak.
Plans for future iterations and implications for practice
To solve this dilemma we plan to employ an alternative scale such as that suggested by
Crossley et al. 23 In their investigation of workplace-based assessment tools, Crossley et al. 23 suggest that issues with reliability may be more related to the scale used than the rater.
These authors question the validity of the behavioral scales conventionally used for rating learner's performance, and suggest that construct-aligned scales reduce assessor disagreement and increase assessor discrimination. In order to achieve this construct-aligned scaling it could be that the idea of 'entrustment' 24-26 fits with the assessors ideas of learner competency. Entrustment is the idea that a supervisor 'trusts' the learner to be able to perform an activity as part of patient care (i.e. taking a clinical history from a patient, performing a shoulder examination). Over time, the complexity of the tasks the supervisor entrusts the learner with undertaking increases. Such a scale of increasing independence and entrustment has not previously been proposed in osteopathic education however it would appear entirely applicable for clinical competency assessments.
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Crossley et al. 23 suggest that scales ought to be designed to align to the expertise of the rater and to the learner's developing ability -this would require the use of anchors linked to the construct of clinical independence. As such, the OCPA scale will be modified to reflect this increasing independence. See Table 4 for a comparison of the current scale with the proposed modifications. Learners should require decreasing levels of supervision as they move closer towards graduation. As the learner progresses towards graduation, their ratings on the OCPA should increase. This reflects a decrease in the amount of supervision required helping the learner to develop confidence and provides a progressive numerical representation of their improvement.
Further, some learners may be able to demonstrate aspects of their practice at a level that is not commensurate with their current place in the teaching program. They may be well advanced in some skills early in the program (i.e. demonstrates clinical history taking skills of a graduate learner on first entering the teaching clinic). We need a scale that can capture this M A N U S C R I P T
A C C E P T E D ACCEPTED MANUSCRIPT
22 and we need to be able to capture accurately learners skills and habits related to whole tasks of increasing complexity as they progress through the curriculum. 7, 27 It is thought that the proposed change to the current rating scale will better reflect what happens in a student-led osteopathy teaching clinic in pre-registration teaching programs.
We have also previously highlighted the work of Kane 17, 18 in order to develop a validity argument for the OCPA, and its place in the clinical competency assessments in the VU programme. Data from the present study contributes to this validity argument, particularly moving from score to generalization. The previously validated measure on which the OCPA is based -the APP -demonstrates content validity, and is based on the judgement of experienced Clinical Educators. We administered the OCPA to score learners to allow formative assessment and feedback thus we used it at the two time points. We contend that even though the scores did not represent it, learner performance improved over the 6 week period of each administration of the OCPA, allowing us to make the generalization about an individual learners' performance improving over that period. At present we cannot make any further arguments about the ability of the OCPA results to be extrapolated and make reliable and defensible decisions as there are no data correlating it with other performance assessments nor data supporting its reliability. This will be the subject of future research.
It is noteworthy that no learner failed the assessment at either time point, and very few learners demonstrated a level of performance that was below expectations for the OCPA items. Such a result is consistent with previous research with performance assessments, particularly the idea 'failure to fail'. This issue supports the need to use multiple forms of assessment to make decisions about learner progress and competency.
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There are a number of limitations in this pilot study including the small sample size, and investigation of the OCPA in a single learner cohort at a single institution. These limitations restrict the generalisability of the results to other osteopathic teaching institutions. That said, other institutions are encouraged to explore the idea of using global assessment tools as part of their assessment strategy. The next paper will report on a larger sample across multiple osteopathic teaching institutions.
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CONCLUSION
This pilot study has introduced an adaptation of the APP, as a global competency assessment tool for osteopathy. We propose the Osteopathy Clinical Practice Assessment for use in a preregistration osteopathy teaching program in an on-campus, student-led clinic. The tool appears to be able to provide the learner and program administrators with information about their skills across a range of expected learning objectives related to osteopathic practice. The OCPA has great potential to provide valuable information about learner competency above and beyond any single patient-care assessment. There is clear the potential for the OCPA to be used as part of any assessment programme to build defensible fitness-to-practice decisions about osteopathic learners. Further work is required to investigate how the proposed change to the rating scale works in longitudinal placements, along with evaluation of the criterion and predictive validity, and reliability. In addition, quality assurance work related to student and rater satisfaction, time to complete the OCPA, and the impact of the formative feedback from the tool on the learner also require further investigation. 
